Introduction
venous system that was surgically extracted from right From the time Aubaniac first reported use of central common iliac vein. Our case differs from the others in venous catheter in 1952 for hemodynamic monitoring that the subclavian vein was cannulated. Most of the the spectrum of indications have widened. Current times the mishap is immediately recognized, with few indications include inadequate peripheral venous access, exceptions available in literature. [4, 5] . m e d k n o w . c o m [1] The technique involves initial needle insertion into the vein, followed by a guide wire to permit passage of a catheter. We report a case wherein during such a procedure the guide-wire was inadvertently pushed into cannulation was done with needle attached to a syringe directed towards sternal end of opposite clavicle below midclavicular point. Guide-wire was introduced through the needle and needle was withdrawn. Track was dilated with dilator. While threading the catheter over guide-wire, it was inadvertently pushed into the subclavian vein. Immediately procedure was abandoned. A chest radiograph was taken [ Figure 1 ], which showed guide Batra et al. reported guide-wire embolism during internal jugular vein cannulation.They observed that introduction of excessive length of guide-wire during the placement of catheter can result in such problems.
[9] Andrews et al fluoroscopically calculated the safe length of guide-wire insertion from venous access site to superior venacava atrial junction as 18.4 cm for right subclavian vein.
[10] Valero et al. described a case in which burn patient suffered embolization of entire guide-wire during replacement of central catheter through Internal jugular vein, which had migrated to iliac fork. It was removed by using percutaneous inter ventional radiological insertion failure with operator inexperience. [3, 6] Complications are multiple and are listed in Table 1. In the case reported by us above,. While advancing the catheter, proximal end of the guide-wire should have been under the control of operator in order to prevent entire guide-wire entering venous system. Guide-wire migrated from subclavian vein to the right atrium to inferior venacava and landed in external iliac vein just inferior venacava external iliac vein discharged.
Discussion
Clinicians, whose training and experience may vary considerably, perform CVC. The procedure is done in a variety of hospital settings like intensive care units, emergency departments, operation theatres, pre and postoperative wards, hemodialysis units, cardiac catheterization units etc. The frequency of complications associated with percutaneous CVC varies largely due to differences among selected venous entry site, experience of the operator and other risk factors. In general it is around 0.3-12%. Investigators have correlated an increased incidence of complications and technique. [8] Duong et al. reported guide-wire migration to inferior venacava through internal jugular vein. [11] In an analysis of central line complications from ASA closed claims project, out of 75 claims related to central lines, 10 accounted for wire or catheter embolism. All of them occurred in the period 1978-89 (10 out of 49 claims) and none after 1990. None of them caused fatalities. [7] Our case differs from the above cited case in that right subclavian vein was cannulated.
Complications of leaving guide-wire in-situ are limit 18 cm from the insertion site) [10] and while threading the catheter over guide-wire, guide-wire should at all the times be held firmly by other hand. Catheter should be rail-roaded over the guide-wire into the vein and not pushing the catheter and guide-wire together. Whenever complication arises, early recognition and prompt intervention will prevent further morbidity and mortality.
